i and remained actively employed until May 30. On that date, while at work, he caught a rather severe cold and consulted a physician in New Haven who informed him that he had heart disease and prescribed digitalis. During the latter part of June, I927, he noticed that his abdomen was beginning to swell, and his physician told him that this was due to "gaseous distention". Nevertheless, on August I 9, his abdomen was tapped and considerable fluid was removed. At this time he also noted swelling of the ankles and legs, as well as of the scrotum. The fluid in his abdomen gradually reaccumulated so that on September i, eight days before admission to the hospital, he was tapped a second time and six quarts of fluid were removed. During the week prior to admission the patient had also noted the development of hemorrhoids. The cardiac symptoms consisted mainly of palpitation and slight dyspnea. He had no orthopnea. He has had considerable gas on the stomach, and a few weeks ago he had been slightly jaundiced.
Past History. His past history is essentially negative up to about ten years ago. At that time he had an attack of "influenza" and was sent to an army hospital where, during the course of a routine examination, a positive Wassermann was found. He was given 12 intravenous treatments. Since that time his general health has been good up to his present illness. He takes alcohol occasionally, but is not a steady drinker. His best weight was i8o pounds and his present weight is 155. Following novasurol injections there was a moderate diuresis with some decrease in the edema of the scrotum, but otherwise very little change. The temperature during the first week ranged between 99 degrees and IOI degrees. During the remainder of his stay in the hospital the temperature rarely went below IOO degrees, occasionally becoming elevated to I02 degrees. The pulse ranged between ioo and I20; the respirations between 25 and 35.
On Sept. 25, a competent observer noted that the heart seemed somewhat enlarged and that the sounds seemed very distant. The neck veins were distended and the pulse was thready. An X-ray taken at this time showed a mottled, increased density throughout the entire right lung. The hilus was enlarged and was obscured to a large extent by a heavy ground-glass density which extended downward from the second rib, obscuring the cardiac and diaphragmatic outlines. The left lung showed some patchy, mottled, increased density with a hazy ground-glass increased density at the base. The roentgenological diagnosis at this time was "probably pulmonary tuberculosis throughout both lungs associated with fluid". No six-foot plates were taken of the heart. Sept. 26. Paracentesis was performed and 4500 cc. of a slightly turbid, reddish-yellow fluid were removed. This fluid showed: cell counts-red blood cells, IO,OOO; white blood cells, I,300, with 90% polymorphonuclears; specific gravity, I.0I4; albumin, per 30 gm. liter; culture, no growth; Gram stain, no organisms; no acid fast organisms.
Following paracentesis the liver was felt very easily. It extended four finger-breadths below the right costal margin in the midclavicular line, and four finger-breadths below the ensiform process. It was very firm with a rounded edge, and no distinct individual masses were felt. The spleen was not palpable, and no other masses were detected.
Oct. 2. The patient felt a little stronger, but through a reaccumulation of fluid he was gradually regaining the weight lost by paracentesis.
Oct. 3. Thoracentesis was performed through the right chest in the eighth interspace posteriorly, and 6oo cc. of a yellow, turbid fluid were removed. The cell counts and specific gravity did not differ materially from the findings on the fluid withdrawn on Sept.
14.
On Oct. 8, the patient had a thrombosis of the right popliteal vein.
Oct. i 8. The patient died. During his five weeks of hospitalization he was digitalized without obvious improvement. Various diuretics were employed without permanent relief of the edema or ascites. He was given antiluetic treatment, in the form of Hg and KI without any evident improvement.
The above case history was submitted to Dr. George Blumer for comment and diagnosis.
COMMENT
In so far as the history is concerned the outstanding features are the history of an attack of so-called "influenza" late in 1926, with a second upper-air-passage infection at the end of May, I927. In June, I927, swelling of the abdomen and legs developed, necessitating paracentesis for his ascites in August, I927, and again early in September, I927. The development of hemorrhoids at this same period is also significant. Associated with the abdominal symptoms were palpitation and slight dyspnea.
The significant things in the physical examination after he entered the hospital were the signs at the right base, which were those of fluid, the questionable signs at the left apex, the absence of cardiac signs, the distention of the abdomen with shifting dullness, the enlargement of the liver, the absence of enlargement of the spleen, and the extensive subcutaneous edema of the genitalia and lower extremities.
The significant laboratory findings are the practically negative urine, the four-plus Kahn reaction, and the negative van den Bergh and liver-function tests. Aside from the laboratory tests, the X-ray report of bilateral pulmonary tuberculosis may be of significance, though in view of the very slight clinical evidence of activity this may be questioned.
In the subsequent history, the development of a thrombosis in the popliteal vein, apparently a terminal thrombosis, is also possibly significant.
The diagnosis is by no means simple on account of the variety of possibilities. One naturally suspects first of all the possibility of congestive heart failure, but lack of orthopnea and the fact that there is marked edema of the lower extremities, marked ascites, and no edema of the upper extremities, makes one suspect that the condition is probably not primarily cardiac in origin, especially as the heart itself shows so little change.
The presence of evidence of tuberculosis of the lungs together with pleural effusion and ascites raises the suspicion of a polyserositis of tuberculous origin. Edema of the lower extremities, however, is not usually part of the picture of a polyserositis, and the apparently sudden development of hemorrhoids also makes one suspect that this is probably not the correct diagnosis.
The combination of enlargement of the liver with marked recurrent ascites and a positive Kahn reaction brings up the suspicion of cirrhosis of the liver on a syphilitic basis. The sudden appearance of the hemorrhoids suggests a portal obstruction of recent ori-gin. The absence of a palpable spleen or evidences of collateral circulation do not rule out a cirrhosis. The edema of the lower extremities is. distinctly more pronounced than is usually the case in uncomplicated cirrhosis of the liver. The absence of the van den Bergh reaction or other disturbance of liver function also leads one to question the validity of this diagnosis.
With an evident tendency to thrombosis on the part of the patient a question arises which always comes up when the symptoms suggest cirrhosis. Although other things do not fit in, the question arises as to whether an obstructive process may not exist in the portal or hepatic veins. The finding that most definitely makes one suspect this possibility is, as stated above, the absence on any changes in the liver function in spite of the advanced stage of the disease. The basis of such a thrombosis might well be the old luetic infection.
AUTOPSY REPORT
The autopsy report, provided by the Department of Pathology, reads as follows:
The interesting findings at postmortem were referable to the thoracic organs. The visceral and parietal pericardia were adherent and thickened. The visceral pericardium was adherent to the pleurae of both lungs and to the soft tissues on the anterior surface. These tissues were firmly adherent to the anterior chest wall. The heart showed some dilatation and hypertrophy. The weight of the heart was not obtained since lungs and heart were removed together. The transverse diameter of the chest was 28 cm., while that of the heart was I7 cm.
The right pleural cavity contained about 400 cc. of cloudy yellow fluid. The pleural cavity on the left was completely obliterated by thin, fibrous adhesions. The right upper lobe contained considerable connective tissue. Its center was made up of numerous small, pearly gray, translucent nodules. The bronchioles in this area were dilated. The upper lobe on the left showed a similar picture. The lower lobes on both sides were pale and rubbery.
The abdominal organs showed evidence of chronic passive congestion.
A piece of pericardium was injected into a guined pig which later died with generalized tuberculosis.
Anatomic Diagnosis: Chronic fibrous and pr6liferafive pulmonary tuberculosis; tuberculous myocarditis and perlcarditis with extensive adhesions; cardiac hypertrophy and dilatation; chronic passive congestion of the viscera; thrombophlebitis -of the popliteal veins (bilateral); ascites.
After reading the above report the following supplementary statement was prepared by Dr. Blumer.
It is a notorious fact that hindsight is much easier of accomplishment than is foresight. After reading the autopsy findings in the case it would seem as though a correct clinical diagnosis might have been reached. After all, the symptoms and signs were compatible with the diagnosis of some sort of an inflammatory condition in the serous cavities, plus congestive heart failure, and this of course is the picture which is finally produced by multiple serositis where the pericardium is involved. The fact that there was evidence of old tuberculous trouble in one lung should, I think, have added to the suspicion of this possibility. The things that were misleading were little things, like the sudden development of hemorrhoids. The fact that the pericardial lesions were, as usual, not evidenced clinically was also misleading. Without evidence of pericardial involvement there was no particular reason to suspect that the swelling of the legs and the enlargement of the liver were due to congestive failure.
It is important to point out that in an exercise like the above, where an analysis is made of what might be called the "cold facts" in a case, there is one very important element missing, namely, the fact that the commentator did not, himself, see the patient during life. In other words, he has no impression such as he would have received if he had been able to see and examine the patient personally. It is, of course, possible that such an examination would not have resulted in any change in the opinions voiced in the report. It is, on the other hand, quite possible that if the commentator had actually seen the patient, he might have formed an entirely different impression of the significance of the history and the physical examination. This is true of course not only of the writer, but of anyone called upon to analyze "cold facts" in connection with disease in the human being.
To state this in a different way, we might say that it. has longs been recognized that men who have been clinicians for a number of years often develop a so-called "clinical sense", and it may be added that this clinical sense is often a very important factor in diagnosis. It might be said that the most successful diagnosticians are those who have developed clinical sense to the highest degree. To put the matter in still another way, there is physiognomy of disease which the experienced learn to recognize, using the term "physiognomy" in rather a broad sense, to cover more than the facial expression.
If these remarks serve to emphasize the importance of the personal factor in the practice of medicine, they have served their purpose.
